O ver the past 2 decades an increasing percentage of Americans have sought treatment for depression. 1, 2 Yet several years typically elapse between depression onset and first treatment contact. 3 Accelerating the flow of depressed individuals into effective treatment remains one of the great challenges facing the US health care system. Reducing delays in depression treatment seeking has the potential to speed alleviation of depression symptoms and hasten improvements in quality of life, 4 social function, 5 and occupational productivity. 6 There is considerable interest in patterns and correlates of first treatment contact for depression. Research often focuses on recent service use among prevalent cases over short time periods. [6] [7] [8] [9] According to the National Comorbidity Survey-Replication, the cumulative lifetime probability of treatment of major depressive disorder (MDD) approaches 90%, but median time from disorder onset to first treatment is 8 years. 3 Long lags in first contact for depression treatment have also been reported in Italy, 10 Mexico, 11 and China. 12 Individual characteristics appear to influence the probability and time to treatment seeking for depression. Male sex, minority racial/ethnic ancestry, earlier age of disorder onset, older age at interview, and high school rather than college education are associated with lower lifetime odds of depression treatment. 3, 13 In a study by Canadian military personnel, suicidal ideation, comorbid posttraumatic stress disorder, and panic disorder, but not generalized anxiety disorder (GAD), have also been associated with shorter delays in treatment. 13 The effects of comorbid psychiatric disorders on treatment seeking for MDD in the United States have not been previously studied.
We evaluate the role of comorbid psychiatric disorders and sociodemographic characteristics on the timing of initial treatment contact for MDD within a large, nationally representative sample. Given the availability of effective treatments for MDD, a greater understanding of these issues may help to focus depression screening and other outreach efforts on groups at high risk for long delays in depression treatment.
METHODS

Sample
The wave 2 National Epidemiologic Survey on Alcohol and Related Conditions (NESARC) (2004 to 2005) involved face-to-face reinterviews with participants in the wave 1 interview. Wave 1 NESARC surveyed a representative sample of the US adult population, 14, 15 oversampling blacks, Hispanics, and adults aged 18 to 24 years. The target population was the civilian population Z18 years residing in households and group quarters. Face-to-face interviews were conducted with 43,093 wave 1 respondents, yielding a response rate of 81.0%. Excluding ineligible (eg, deceased) respondents, the wave 2 response rate was 86.7% (n = 34,653). The cumulative response rate for wave 2 (product of wave 2 and 1) was 70.2%.
Wave 2 weights reflect NESARC design characteristics and account for oversampling. Adjustment for nonresponse across sociodemographic characteristics and the presence of any lifetime wave 1 NESARC psychiatric disorders was made at the household and person levels. 16 Weighted data were adjusted to be representative of the civilian US population on socioeconomic variables.
Assessment
Sociodemographic measures included sex, race/ethnicity, nativity (US born, foreign born), age, education, and marital status. The diagnostic interview was the Alcohol Use Disorder and Associated Disabilities Interview Schedule-DSM-IV Version (AUDADIS-IV), wave 2 version. This structured interview was designed for administration by experienced lay interviewers.
In wave 2, mood disorders included DSM-IV primary MDD, bipolar I, and bipolar II. Anxiety disorders included panic disorder, social anxiety disorder, specific phobias, posttraumatic stress disorder (PTSD), and GAD. 17, 18 Testretest reliabilities for mood and anxiety diagnoses were fair to good (k = 0.40 to 0.77). 18 Alcohol Use Disorder and Associated Disabilities Interview Schedule assessment of DSM-IV alcohol and drug-specific abuse and dependence have good to excellent (k = 0.70 to 0.91) test-retest reliability. [19] [20] [21] [22] [23] Wave 1 lifetime personality disorders assessments 24, 25 included avoidant, dependent, obsessive-compulsive, paranoid, schizoid, histrionic, and antisocial personality disorders and wave 2 assessments included borderline, schizotypal, and narcissistic personality disorders with test-retest reliability of k = 0.67 to 0.71. 26 Lifetime onsets of MDD and other axis I disorders were determined retrospectively by the earliest age at which respondents reported meeting criteria for each disorder. In wave 2, respondents were asked whether they had ever in their life seen a general medical, mental health, or human service professional for depression. Affirmative responses were followed by a question to assess the age in years at which the respondent had first contacted a professional for depression. These 2 questions were used to determine the occurrence and timing of first treatment contact. Because information is not available on the content or quality of depression care received, we refer to affirmative responses as treatment seeking for depression.
Statistical Analyses
Among respondents with lifetime MDD, weighted cross tabulations were used to calculate the proportion who had ever sought treatment for depression overall and by respondent sociodemographic characteristics (Tables 1 and 2) .
To assess the effects of sociodemographic and clinical characteristics on time to first depression treatment seeking, Cox proportional hazard regression models were performed. The time span started at age of MDD onset and terminated at age of first treatment contact. The probability of treatment seeking was first modeled separately for each individual sociodemographic and diagnostic predictor and again in a single model that controlled for the potentially confounding effects of sex, race/ethnicity, nativity, age at MDD onset, educational years, marital status, and each of the diagnostic categories. Comorbid mental disorders, respondent age, marital status, and educational level were also added as variables varying over time.
Personality disorders were coded as lifetime disorders with onset at age 18. Results are reported, respectively, as hazard ratios (HRs) and adjusted HR with associated 95% confidence intervals (CIs). SEs and 95% confidence limits for all analyses were estimated using SUDAAN. 27 
RESULTS
Lifetime Treatment Seeking for Major Depressive Disorder
A majority (61.3%) of respondents with lifetime MDD (N = 5958) reported having sought treatment for depression. Treatment seeking was less common among men (53.2%) than women [65.2%; odds ratio (OR) = 0.61; 95% CI, 0.53-0.73] and among blacks (45.4%; OR = 0.44; 95% CI, 0.37-0.54), native Americans (53.7%; OR = 0.62; 95% CI, 0.42-0.91), Asians (38.4%; OR = 0.33; 95% CI, 0.21-0.52), or Hispanics (52.1%; OR = 0.58; 95% CI, 0.49-0.69) than whites (65.2%) (reference). Lifetime treatment seeking for depression was also significantly more common among US born (63.1%) than foreign born (44.4%) respondents with depression (OR = 0.47; 95% CI, 0.38-0.57) ( Table 1 ).
Time to First Treatment
In unadjusted and adjusted models, women sought treatment significantly more rapidly than men, and whites sought treatment more rapidly than blacks or Asians. Onset of first depression above the age of 55 was also strongly associated with faster treatment seeking than earlier ages of onset. Among respondents with depression onset at age 21 or older, 13+ years of formal education at depression onset was associated with significantly faster treatment seeking, and respondents who were married sought treatment more promptly than those who had never been married ( Table 2 ).
In the unadjusted models, panic disorder and GAD were most strongly related to early depression treatment seeking. Other psychiatric disorders that significantly shortened the time to treatment seeking in the unadjusted models include drug dependence, dysthymic disorder, PTSD, and specific phobia. By contrast, all of the personality disorders, except histrionic and dependent personality disorder, tended to delay time to first treatment seeking. These effects were significant for schizoid, borderline, narcissistic, antisocial, and obsessive-compulsive personality disorders. After adjusting for the potentially confounding effects of respondent sex, race/ethnicity, nativity, age at onset, educational years, marital status, and the other comorbid disorders, significantly shorter delays in first depression treatment seeking were associated with panic disorder, dysthymic disorder, drug dependence, PTSD, and GAD (Table 3) .
DISCUSSION
Cooccurring psychiatric disorders appear to have an effect on time to first treatment seeking after MDD onset. Several comorbid psychiatric disorders, especially panic disorder, GAD, and dysthymic disorder, were significantly but modestly associated with shorter delays in treatment seeking. In keeping with earlier research, we found that the probability of lifetime treatment seeking for MDD is greater for women than men, whites than nonwhites, 28 and married than never married individuals after adjusting for several potential demographic and clinical confounds. 3 Seeking help for depression and other mental health problems is thought to progress through several stages including subjective experience of symptoms, assessment of their significance and potential consequences, evaluation of whether the symptoms require intervention, and weighing For marital status the category "married" also includes living with someone as if married and the category "widowed, separated, and divorced" includes stopped living together with someone as if married." CI indicates confidence interval; OR, odds ratio. Table 3 that was significant in the unadjusted analyses (time varying). *Significant difference from reference group.
w Analysis limited to respondents who were age atleast 21 years at MDD onset. CI indicates confidence interval; HR, hazard ratio; MDD, major depressive disorder; OR, odds ratio. the benefits and costs of various treatment options. 29 Comorbid psychiatric disorders may act early in this process to increase, and sometimes to decrease, perceived need for treatment. 30 In 1 study, individuals with past-year comorbid mood and anxiety disorders were more likely than their counterparts with mood disorders alone to perceive a need for mental health treatment. 29 Panic disorder stood out as the comorbid disorder associated with the fastest time to first depression treatment contact. Panic disorder itself is associated with a comparatively short period of latency to first treatment seeking. 3, 31 The abrupt, intense, unexpected, and frightening somatic nature of panic attacks may prompt depressed individuals with this comorbidity to seek general medical care, and in the course of treatment cooccurring depressive symptoms may become a focus of care.
Dysthymic disorder also had a strong association on decreasing treatment delay. The persistence of distress, a characteristic of dysthymic disorder, may contribute to help seeking after MDD onset. In several contexts, decisions to use medical care for new symptoms are more likely if the new symptoms are experienced in association with prolonged rather than recent distress. 32 PTSD was also associated with shorter delays in treatment seeking for depression. A similar association has been reported among Canadian military personnel. 13 PTSD symptom severity is itself a strong independent predictor of mental health treatment. 33 Because persons with PTSD are at markedly increased risk MDD, 34 treatment seeking for PTSD may increase opportunities for attention to comorbid depression.
Comorbid substance use disorders bore a complex relationship to treatment timing among depressed individuals. Comorbid alcohol abuse and dependence did not significantly shorten delays in depression treatment seeking. Alcohol use disorders are associated with long delays in treatment seeking 3 and failure to perceive a need for treatment. 35 When they occur as comorbidities with depression, alcohol use disorders may do little to accelerate depression treatment seeking. By contrast, comorbid drug use disorders were linked to shorter delays in first depression treatment. In a previous study, drug use disorders were proportionately more likely than alcohol use disorders to be associated with a perceived need for mental health treatment. 36 In view of the high prevalence of comorbid alcohol use disorders among depressed individuals, 37 the substantial associated functional impairment, 38 guarded prognosis, 39 and evidence that antidepressants are equally effective in depressed patients with or without alcohol use disorder, 40 a strong rationale exists for focusing efforts on promoting timely depression treatment in this population.
The results should be interpreted within the context of several limitations. First, the reliability of lifetime MDD is modest. Bromet et al reported that the 18-month test-retest reliabilities for definite and probable lifetime MDD are only moderate. 41, 42 Second, self-report of health care utilization is unreliable, 43 and problems with recall and stigma may lead to under reporting. Third, disorder onset and past treatment may be recalled as occurring more recently than it actually occurred. 3 Administrative records would have provided more reliable information concerning depression treatment. Fourth, several factors that influence mental health treatment seeking and access, including lifetime income, 44 health insurance, 45 attitudes toward treatment, 30 and geographic location 46 were not available. Finally, no information was available on the quality or effectiveness of care. Only a minority of adults treated for MDD receive even minimally adequate treatment. 47 Although a majority of individuals with MDD eventually seek treatment for their symptoms, long delays to first contact are common. Alongside development of model depression care programs, 48 progress is needed to speed the flow into care. In addition to sociodemographic determinants, comorbid psychiatric disorders play an important role in the timing of initial depression treatment contact. As a group, individuals with MDD uncomplicated by comorbid psychiatric disorders are at risk for experiencing, especially ) is adjusted for sex, race, nativity, age at MDD onset (continuous), educational years (time varying), marital status (time varying), and each comorbid disorder (time varying) that was significant in the unadjusted analyses. *Significant difference from reference group. CI indicates confidence interval; HR, hazard ratio; MDD, major depressive disorder. long delays. Targeted efforts are needed to improve early detection of depression, motivate help seeking, modify attitudes about treatment, and fortify referral linkages to promote timely depression care.
